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MISSION STATEMENT 
To provide professional information for midwives, and to promote the recognition 
of the role of midwives, and the need for appropriate legislation so that midwives in 
Newfoundland and Labrador are publicly funded to legally provide research-based, total 
midwifery care as a choice for childbearing families in this province. 
The last Newsletter included the request for votes as to whether or not we should remain 
with the Canadian Association of Midwives (CAM). There were some spoilt ballots and also, we 
have now been given some additional information about the position. Therefore, at the annual 
general meeting there will be time allotted to discuss this topic further. Please bring to the 
meeting the information which you received by e-mails from Ann Chaulk, our President, on 
January 12, and March 8, and also the January 2003 Newsletter as it contains information taken 
from the CAM web site. That web site also contains CAM Bylaws in the member's section. 
At the time of preparing this Newsletter the voting for a video is ongoing. The video is to 
be used as an educational tool to promote midwifery in this province. 
The annual Newsletter report for the meeting is included in this issue. 
Membership fees for 2003 are now being collected. The fees were due January 1, so if 
you have not yet paid, please send your fees to our Treasur~r by the end of the month. A 
membership form is at the end of the Newsletter. We urgently need new members, both full and 
associate, so please spread the word about the AMNL. 
This Newsletter is the method by which members are kept informed about midwifery and 
other maternity matters. Let the Editor know what you would like to see in the Newsletter. 
Pearl Herbert, Editor, c/o School ofNursing, 
Memorial University ofNewfoundland, St. John's, NF, AlB 3V6 (Fax: 709-777-7037) 
AMNL Annual General Meeting, Tuesday, April15, 2003, 4:00p.m. (Island time). 
Members on the Labrador Coast advise Telemedicine prior to the meeting 
Executive Committee 
President: Ann Chaulk, Labrador Health Centre, HV-GB, Labrador, AOP lEO (Fax: 896-5130) 
Treasurer: Jean Hunt Secretary: Karene Tweedie 
Past President: Pearl Herbert Newsletter Editor: Pearl Herbert 
Home page: http://www.ucs.mun~cal-pherbert/ Newsletter in HSLibrary: WQ 160 N457n 
AMNL Newsletter Report 2002/2003 
During this past year, March 2002 to January 2003, there have been some changes in 
charges affecting the Newsletter. In the summer, Staples Business Depot increased the 
photocopying cost by 0.005 c for every other page ofback-to-back photocopying. In January the 
Newsletter was photocopied at Dicks where they advertised a 0.005 c deduction on every other 
page ofback-to-back photocopying. Unfortunately, this visit to Dicks had several disadvantages 
(explained in an e-mail at the time). One problem was that the request for back-to-hack 
photocopying was not done. However, we did receive the original quoted cost reduction. The 
postage rate for mailing a package to Labrador also increased in the Fall. 
Currently we are endeavouring to decrease the number of pages of the Newsletter. Fewer 
pages mean that each page photocopied costs more. We used to have more than 1 000 pages 
photocopied at $0.03 per page, but with 500-999 pages we are charged $0.04 per page, and 100-
499 it is $0.05. In January we decreased from 36 to 26 pages per Newsletter. 
The total cost for four issues of the Newsletter (March, June, September 2002, January 
2003) was $221.88, of which $81.68 was for postage (a decrease from $125.23 for last year) and 
$140.20 for photocopying and this included $18.28 HST. (Last year's total was $151 .08 but 
photocopying at Staples did not start until June 2001). 
Where possible the Newsletters are mailed inter departmentally, or as a package of 
Newsletters to be distributed to members at a site. Only a few are mailed to individuals. 
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The individual's cost for the year was equivalent to $7.82 from the membership fee for 
2002 (an incr_ease from $6.79 for last year). This does not take into account the Newsletters 
which are distributed to those who are not members, e.g. the President of the Canadian 
Association of Midwives (CAM), the Alberta Association of Midwives which no longer has a 
Newsletter with which to reciprocate, a copy is no longer sent to the chairperson of the 
Midwifery Implementation Committee as this committee no longer exists, one for the reference 
binder in the Health Sciences Library, one for the AMNL secretary's file, and copies to others 
who contribute articles or give us permission to copy articles from other Newsletters. The AMNL 
membership is on a fixed annual basis and so to those who join late we give back copies from the 
beginning of the year. Any extra copies are used for recruitment purposes and to advertise 
AMNL. 
Should we cease to send a Newsletter to the Alberta Association of Midwives as the 
original agreement to exchange Newsletters is no longer in effect? 
The Editor thanks those who provide the transportation for the printing. 
Submitted by Pearl Herbert, March 2003. 
Leadership _Award submitted by Karene Tweedie 
Pearl Herbert was nominated by the Association of Midwives of Newfoundland and 
Labrador for a Leadership Award from the Atlantic Centre of Excellence for Women's Health. 
The nomination letter was written by myself and Kay Matthews and we were very pleased when 
we heard that Pearl was one of the recipients of this award. She received the reward at the Battery 
Hotel on March 06. Karen Robb and I of the current AMNL attended the awards ceremony. It 
was also wonderful to see former midwifery students of Pearl's, Eleanor Nolan and Karen 
Ransom again as they shared in Pearl ' s accomplishments. 
Mistakenly, I was under the impression that those who nominated award winners had to 
make a speech. I prepared a speech with help from Kay but found out that this was not on the 
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program! All recipients were introduced by Dorothy Robbins so my speech was redundant! 
Anyway I told Pearl that the speech should go in the Newsletter but she was too embarrassed and 
said "No". However, I have submitted this to the editor for printing. Karene Tweedie. 
The Speech That Never Was! 
My association with Pearl goes back a long way, to 1979 in St. Anthony. I was working 
as a midwife and she was there as a clinical instructor for students in the Memorial University 
Outpost/ Midwifery Program. What impressed me most about Pearl was her dedication to 
teaching these students to become competent practitioners and critical thinkers. 
Prior to that Pearl had worked in England, Nova s ·cotia, Ontario, B.C. and the Northwest 
Territories. During her 13 years in the Territories she worked as a midwife, clinic and public 
health nurse. At times, she was the only health professional in isolated aboriginal communities. 
On many occasions she found herself sole care provider in emergen·cy situations and had to draw 
on her education and skills to provide the whole gamut of care for scenarios ranging anywhere 
from birth to death. In 1988, she published an article about her Northern experiences. 
Our paths crossed again in 1982, when I moved to St. John's, and since that time we hav~ 
worked closely on women's health and midwifery matters. Pearl has been the primary driving 
force in the quest for midwifery legislation in this province. The Association would have 
nominated Pearl for this award previously, but we were expecting the announcement of 
legislation and felt that would have been an appropriate time to acknowledge and praise Pearl's 
accomplishments. Regrettably, as some of you may know, legislation is still not a reality in this 
. provtnce. 
In 1999 the Government appointed members to the Provincial Midwifery Implementation 
Committee (MIC) and it seemed as if midwifery legislation was just down the road. The MIC 
had three subcommittees. Pearl was chairperson of the Scope ofPractice Committee and was a 
member of the Education and Licensing Committee. The vast majority of work was carried out 
by the Scope of Practice Committee. As chairperson, Pearl undertook all the preliminary work 
that was involved in developing the first draft of each document. This included collecting 
information on midwifery legislation and licensing across Canada and other national 
jurisdictions, doing library searches and putting together the vast amount of information for the 
committee. She worked tremendously long hours on this committee and received no monetary 
compensation. As a retiree all this work was voluntary. After two years of hard work all 
documents were submitted to government and it was our understanding that legi~lation was just 
around the corner. We were so wrong! 
Despite the hard knocks, Pearl has never lost heart. She is committed to the belief that 
women here in Newfoundland and Labrador should have the choice of funded midwifery care. 
To this end she is always rallying the troops in the battle for legislation. As one of the troops I 
· have become disillusioned on several occasions. When Pearl has contacted me about another 
letter, another poster, another talk with government representatives, another presentation, I've 
been known to say things like, "What's the point?" "We've tried that before', "Nobody cares." 
Pearl, on the other hand, perseveres and says "We have to try." This sense of conviction and 
commitment of Pearl's is in itself deserving of an award. 
Too often awards are given for the achievement of some tangible accomplishment and too 
frequently merit is not given to those who paved the way. Midwifery legislation will come to 
pass in the future and I don't know who will enjoy the acclaim for this accomplishment. I do 
know, however, who deserves the acclaim ..... and that's Pearl. It has and continues to be a 
constant struggle and that makes the winning of this award all the more praiseworthy. 
Pearl has done much over the years as a midwife, nurse and educator, in providing and 
influencing women's health and maternity care. She continues to work relentlessly towards 
midwifery legislation and is editor of three newsletters. Pearl has been involved in many 
committees related to women's health and maternity care at the local and national level and has 
been involved in teaching women's health in Indonesia. 
Those of us who know Pearl well think that had she not been a nurse and midwife, she 
should have been an archivist. Another friend and colleague of Pearl's, has reported that one 
time during a Faculty Council meeting, when a question arose about an earlier council decision, 
Pearl, who always arrived with a large black binder, immediately consulted her binder and 
produced the minutes of the-relevant meeting held five years earlier! 
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Her colleagues who worked with her in Memorial's undergraduate women's health 
program found her to be a dedicated teacher, a valuable resource person and a tenacious promoter 
of high standards of care. 
Despite her many accomplishments thus far, Pearl's finest accomplishment is yet to 
come ......... and it will come, Pearl. In the future, women of this province, who are able to 
choose midwifery care, will have a great deal to thank you for. On behalf of the Midwives 
Association of Newfoundland and Labrador we congratulate you Pearl. 
Some Midwifery Happenings Around the Country 
Saskatchewan. The government is about to get a committee together to change the Acts 
necessary to proclaim the 1999 Midwifery Act. They still insist that midwifery will not be 
funded. The midwives have said that they will sit on the committee but refuse to endorse 
anything that doesn't include funding. Proclamation will put all of the midwives who are 
currently practicing without Canadian licences out of business. Without funding, licenced 
midwives from elsewhere will not move there and work privately. What will happen to all those 
women wanting midwives who cannot afford to pay for a midwife, and will definitely not be able 
to pay $2,500 to have a baby? The midwives do not want to put themselves in the same position 
as Alberta where midwifery is unfunded and so the midwives are moving to BC. 
Quebec. The UQTR programme is graduating its first cohort of students this spring, and 
overall it's a very good programme. But there are still many major problems to overcome, for a 
whole variety of reasons (not only the fault of a difficult, stubborn medical system), midwifery in 
Quebec is always a struggle. Students are able to go into hospitals, sometimes only to "observe", 
in a few others allowed to do hands-on. Some of the students have had to go overseas to other 
countries (France, Tunisia, etc.) to get the hospital exposure that they need; and ironically have 
ended up with tons of superior learning experiences. 
North West Territories. There are many questions to be answered about midwifery but the 
NWT government is considering pushing through legislation and then working out the details 
afterwards. 
ARNNL. (2003, February). Council highlights. ARNNL Update. [Council also: Rescinded the 
Position Statement on Nurse Midwifery (1993) as it is no longer relevant given government's 
decision to move to an independent midwifery model and ARNNL's more recent position 
statement on Advanced Practice-Nurse Midwifery (1997).] 
NEWFOUNDLAND AND LABRADOR PUBLIC HEALTH ASSOCIATION (logo) 
December 4, 2002 
Honorable Minister Smith 
Minister of Health & Community Services, 
P .O. Box 8700 
Confederation Building, West Block 
St. John's, NL 
AlB 4J6 
Dear Minister Smith. 
The Newfoundland & Labrador Public Health Association (NLPHA) supports the efforts of the 
Association of Midwives of Newfoundland & Labrador in advocating for the development of a 
legislative framework to support a funded midwifery practice in our province. It is our 
understanding that despite the extensive work completed by the Provincial Midwifery 
Implementation Committee legislation to support self regulation of the midwifery profession has 
been postponed indefinitely. 
The NLPHA views the introduction of legislation to support the practice of midwives as a means 
of supporting many of the key concepts recently put forward by government in its strategic health 
plan. The document speaks of a strong primary health care system which will have a major effect 
on reducing the demand for specialist services and the hospital system. A key feature of this new 
model is maximization of scope of practice facilitating an appropriate distribution of workload 
and the best use of human resources. Midwifery promotes primary health care for women and 
regards pregnancy and childbirth as a normal, natural process. The number of family physicians 
willing to provide services to this population has declined dramatically resulting in this natural 
process being managed by highly skilled, expensive speciality services. The utilization of 
midwifery services would lead to more efficient management of these services with more 
specialized services being devoted to the complex clients who require that degree of intervention. 
The strategic health plan indicates that the guiding principles for decision making related to our 
health and community services system will be people centered, accessibility, accountability, . 
affordability, equity, evidence based, quality and sustainability. Midwifery is a people centered 
service being requested by the women of this province. It is an affordable alternative to the mode 
of delivery that is currently utilized and is available through the publicly funded health care 
system in other jurisdictions. The evidence has demonstrated that midwifery care is quality, safe 
care for low risk women improving health outcomes and reducing cost in the area of reproductive 
care. The Midwifery Association and those who support this service have presented a clear path 
for the introduction of this valuable service to the women and families of our province. In a time 
when our province is striving towards progress and reform of our health system it does not 
appear justifiable to delay progress in this area simply because other occupational groups .have 
not prepared to the same degree and depth. 
The NLPHA urges you to reconsider your decision to postpone the required legislation and to 
capitalize on this opportunity to demonstrate leadership in primary health care reform. 
Sincerely, 
RUTH ELLIOTT for ROSEMARIE GOODYEAR 
President, NLPHA 
P.O. Box 8172, St. John's, Newfoundland AlB 3M9 
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Report: Attaining and Maintaining Best Practices in the Use of Caesarean Section 
The Council established a caesarian section working group of an obstetrician, midwife, family 
doctor, nurse, and hospital administrator, to visit four hospitals with some of the lowest caesarian 
section rates in the province. The working group identified best practices and critical success 
factors for achieving a low caesarian section rate. The hospitals visited were Woodstock General 
Hospital, St. Catharines General Hospital, Salvation Army Scarborough Grace, and St. Joseph's 
Health Centre, London. The working group's report describes the common strategies and 
approaches that resulted in the four 'best practice' hospitals to maintain low caesarian section 
rates. It also recommends ways for hospitals and the broader health care system to reduce 
caesarian section rates. In March 2001, the OWHC awarded a total of$622,320.00 in one-time 
funding to 49 Ontario hospitals for initiatives that introduce best practices for caesarean birth. 
[Full report on http://www.womenshealthcouncil.on.ca] 
[Abstract in November/December 2002, Birth, 29(4), 293-294]. 
Newborns Still Often Discharged Early, With Inadequate Follow-Up Care By Dana Frisch 
NEW YORK (Reuters Health) Feb 03- Despite laws requiring payment coverage, many 
newborns in California still leave the hospital too early, according to a report published in the 
February issue of Pediatrics. Moreover, most of these infants did not receive timely follow-up 
visits. In a retrospective, population-based study, nearly half of newborns were discharged early, 
meaning aft~r no more than a one-night stay for a vaginal birth and a three-night stay or less after 
a cesarean delivery. 
The California Newborns' and Mothers' Health Act of 1997 mandates coverage ofhome or office 
visits in accordance with the American Academy of Pediatrics' recommendations for newborns 
discharged early. However, two-thirds of neonates discharged early had untimely follow-up. 
The most common complications associated with early discharge, like jaundice, poor feeding 
habits or birth defects, often are not detectable until the third to fifth day of life, lead author Dr. 
Alison Galbraith told Reuters Health. "The risk for these potential complications of early 
discharge could be reduced if infants received follow-up from a healthcar~ provider sometime 
between days three to five of life when many of the complications arise," Dr. Galbraith, from the 
University ofWashington, said. 
The current findings are based on a survey of2828 mothers who had a medically low-risk 
singleton birth in 1999. In the study, infants on Medicaid and those from low-income, Latino and 
non-English speaking homes were more likely to be discharged early and less likely to receive 
follow-up care within two days after discharge. While almost 90% of follow-up visits occurred at 
a clinic or office, the 10% of visits that occurred at the baby's home were more likely to be 
timely, the findings indicate. 
Home visits might be one solution since they eliminate some of the barriers mothers might have 
to accessing care, such as transportation problems, Dr. Galbraith said. Home visits are more 
costly to insurers and are often not undertaken unless there are "strong medical reasons" for 
them, she noted. "Part of the problem with coming up with the solutions is that it is hard to tell 
why this is happening," Dr. Galbraith said, adding that it could be that some physicians are not 
aware of the need for early follow-up, or that mothers might not feel it is necessary. She noted 
that education, interpreter services and eliminating barriers to care might be other possible 
solutions. 
Pediatrics 2003; Ill :364-370. 
Research Articles (taken from recent issues oftheRCM Midwives Journal). Some page 
numbers are missing froin the reports in the journal. 
Midwifery and Related Topics 
Ager, C. (2002). A complementary therapy clinic - making it work. RCM Midwives 
Journal, 5(6), 198-200. 
Day-Stirk, F., & McGlynn, A. G. (2002). State your position clearly and briefly. The 
design and content of the College's professional documents has undergone a thorough revision, 
in order to clarify the purpose and types of communications and achieve greater standardisation 
of the RCM's message on key topics. RCM Midwives Journal, 5(12), 420-421 . 
Howell, E ., Gardiner, B., & Concato, J. (2002). Do women prefer female obstetricians? 
Obstetrics & Gynecology, 99, 1031-1035. 
RCM Guidance Paper 26. (2002). Refocusing the role of the midwife. RCM Midwives 
Journal, 5( 6), 128-131. 
RCM Position Paper No. 26. (2002). Refocusing the role of the midwife. RCM Midwives 
Journal, 5(6), 131-133. 
RCM Position Statement No. 2. (2002). Modern matrons in the maternity services. RCM 
Midwives Journal, 5(12), 425. 
Sinclair, M . (2002). Midwife-led care: Local, national and international perspectives. 
RCM Midwives Journal, 5(11), 380-383. 
Sinclair, M . (2002). Key issues in delivering midwife-led care: Data from telephone 
interviews across the UK. RCM Midwives Journal, 5(12), 426-428. 
Singh, D., & Newburn, M . (2003). What men think of midwives. RCM Midwives 
Journal, 6(2), 70-74. 
Pregnancy 
Fernhoff, P . et al. (2002). Barriers to dietary control among pregnant women with 
phenylketonuria. Morbidity & Mortality Weekly Report, 51 ( 6). 
Guerra-Shinohara, M., Paiva, A., Rondo, H., Yamasaki, K. , Terzi, C., & D' Almeida, V. 
(2002). Relationship between total homocysteine and folate levels in pregnant women and their 
newborn babies according to maternal serum levels of vitamin B 12. British Journal of Obstetrics 
& Gynaecology, 109, 784-791. · 
Jones, C., & Bonner, M. (2002). Screening for domestic violence in an antenatal clinic. 
Australian Journal of Midwifery, 15, 14-20. 
Moore, L., Campbell, R ., Whelan, A., Mills, N., Lupton, P., Misselbrook, E., & 
Frohlich, J. (2002). Self-help smoking cessation in pregnancy: Cluster randomised controlled 
trial. British Medical Journal, 325, 1383. 
Pollock, L. (2002). Folic acid supplements v bread and pasta. Research seems to indicate 
that folic acid supplements may not be as effective as fortifying basic foodstuffs for those women 
considering pregnancy or in the first trimester. RCM Midwives Journal, 5(12), 405. 
Sattar, N. , & Greer, I. (2002). Pregnancy complications and maternal cardiovascular risk: 
Opportunities for intervention and screening? British Medical Journal, 325, 157-160. 
Schrempp, S., Ryan-Haddad, A. , & Galt, K. (2002). Pharmacist counseling of pregnant or 
lactating women. Journal of American Pharmacology Association, 41, 875-886. 
Spellacy, C. E . (2001). Urinary incontinence in pregnancy and the puerperium. JOGNN, 
6, 634-641 . 
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Wellesley, D., Boyle, T., Barber, J., & Howe, D. (2002). Retrospective audit of different 
antenatal screening policies for Down's syndrome in eight district general hospitals in one health 
region. British Medical Journal, 325. 
Wessel, J., & Buscher, U. (2002)! Denial of pregnancy: Population based study. British 
Medical Journal, 324, 458. 
Labour and Birth 
Althabe, F., Belizan, & Berget, E. (2002). Episiotomy rates in primiparous women in 
Latin America: Hospital based descriptive study. British Medical Journal, 324, 945-946. 
Behague, D. P., Victoria, C. G., & Barros, F. C. (2002). Consumer demand for caesarean 
sections in Brazil: Informed decision making, patient choice, or social inequality? A population 
based birth cohort study linking ethnographic and epidemiological methods. British Medical 
Journal, 324, 942. 
RCM, & Callwood, A. (2002). Making sense of the national sentinel caesarean section 
audit: An executive summary. RCM Midwives Journal, 5(I2), 4I4-4I5. [Midwives enjoy the 
· privileged position of being the senior professional at 72% births in the UK. It is a logical 
assumption to make that the quality of midwifery care will have an impact on women's 
experience and outcome. The aim of this article is to help midwives make sense of the results of 
the National Sentinel Caesarean Section Audit (for England, Wales and Northern Ireland).] 
RCM Guidance Paper I a. (2002). Commercial umbilical cord blood collection. RCM 
Midwives Journal, 5(I2), 422-423. 
RCM Position Statement No. I. (2002). Commercial umbilical cord blood collection. 
RCM Midwives Journal, 5(I2), 424. 
Ruchala, P. Metheny, N., Essenpreis, H:, & Borcherding, K. (2002). Current practice in 
oxytocin dilution and fluid administration for induction of labor. JOGNN, 31, 545. 
Slade, P., & Johnson, R. (2002). Fear of childbirth does not increase likelihood of 
emergency caesarean section. British Journal of Obstetrics & Gynaecology, 109, I2I3-I22I. 
Webb, D., & Culhane, J. (2002). Hospital variation in episiotomy use and the risk of 
perineal trauma during childbirth. Birth, 29, 132-I36. 
Infections 
Mokotoff, E ., Melamud, B. H., Kent, J. B., Kowalczyk, R. J. & Scott, L. J. (2002). 
Progress toward elimination of perinatal HIV infection- Michigan, I993-2000. Morbidity & 
Mortality Weekly Report, 51(5), 94-97. 
Neonatal Care 
Hiscock, H., & Wake, M. (2002). Randomised controlled trial ofbehavioural infant sleep 
intervention to improve infant sleep and maternal mood. British Medical Journal, 324, 1062-
1071. 
Osrin, D., Tumbahangphe, K., Shrestha, D., Shrestha, B., Manandhar, M., Standing, H., 
Manandhar, D., de, L., & Costello, A. (2002). Cross-sectional, community-based study of care of 
newborn infants in Nepal. British Medical Journal, 325, I 063 . 
Steele, R. {2002). The RCM Research Network: Routinisation of fetal abnormality 
screening: Examining midwives' perspectives from the front line (by Zahiri, V.). RCM Midwives 
Journal, 5(6), 197. 
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Postpartum Care 
Nystrom, K., & Axelsson, K. (2002). Mother's experience ofbeing separated from their 
newborns. JOGNN, 31, 275-281. 
Spellacy, C. E . (200 1 ). Urinary incontinence in pregnancy and the puerperium. JOGNN, 
6, 634-641. 
Breastfeeding 
Dick, M. Evans, M., Arthurs, J., Barnes, J., Caldwell R., Hutchins, S., & Johnson, L. 
(2002). Predicting early breastfeeding attrition. Journal of Human Lactation, 18, 21-27. 
Fyle, J. (2002). Breastfeeding: Beyond the barriers. RCM Midwives Journal, 5(7), 222-
223. 
Leung, G., Ho, L-M, & Lam, T -H. (2002). Maternal, paternal and environmental tobacco 
smoking and breastfeeding. Paediatric & Perinatal Epidemiology, 16, 236-245. 
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Schrempp, S., Ryan-Haddad, A., & Galt, K. (2002). Pharmacist counseling of pregnant or 
lactating women. Journal of American Pharmacology Association, 41, 875-886. 
Wagner, C., Hulsey, T., Southgate, W., & Annibale, D. (2002). Breastfeeding rates at an 
urban medical university after initiation of an educational program. South Medical Journal, 95, 
909-913. 
Women's Health 
Oscarsson, M., & Benzein, E . (2002). Women's experiences of pelvic examination: An 
interview study. Journal of Psychosomatic Obstetric Gynaecology, 23, 17-25. 
Research and Models 
Hundley, V., & Teijlingen, Evan. (2002). The role of pilot studies in midwifery research. 
RCM Midwives Journal, 5(11), 372-374. 
McVeigh, C. (2002). Teenage mothers: A pilot study. Australian Journal of Midwifery, 
15, 26-30. 
Prior, J. (2002). The pressure is on: Midwives and decubitus ulcers. RCM Midwives 
Journal, 5(5), 196-200. · 
Salibi, S., Brown, D ., Melrose, E., & Merchant, S: (2002). Revisiting a pilot survey 
involving contraception and teenage pregnancy in Ayrshire and Arran. Journal of Family 
Planning & Reproductive Health Care, 28, 37-38. 
Sidhu, J., & Floyd, R. (2002). Alcohol use among women of childbearing age- US, 1991-
1999. Morbidity & Mortality Weekly Report, 51, 273-276. 
Soltani,H. (2002). Midwifery research: The past, present and future. RCM Midwives 
Journal, 5(11), 384-388. 
Stapleton, H., Kirkham, M., & Thomas, G. (2002). Qualitative study of evidence-based 
leaflets in maternity care. British Medical Journal, 324, 639. 
Steele, R. (2002). The RCM Research Network: Research governance in health and social 
care. RCM Midwives Journal, 5(10), 326. 
Steele, R. (2003). The RCM Research Network: Influencing the research agenda. RCM 
Midwives Journal, 6( 1 ), 16-I 8. 
Sutton, F., McLauchlan, M., & Virtue, C. (2002). Primary maternity care outcomes in 
New Zealand: A comparison of midwife and medical practitioner care. New Zealand College of 
Midwives Journal, 26, 5-8. 
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Treacy, A., Byrne, P., & O'Donovan, M. (2002). Perinatal outcome in unhooked women 
at the rotunda hospital. Irish Medical Journal, 95. 
Congenital Anomalies in Canada. National Surveillance Efforts. 
Major congenital anomalies (CAs) ·are a significant contributor to fetal and infant 
mortality as well as childhood morbidity. Ongoing surveillance of CAs is vital as it serves to: 
provide accurate data on the baseline birth prevalence of CAs, track trends and identify 
significant variations in the occurrence of CAs, and evaluate the effectiveness of preventive 
strategies (such as folic acid fortification). 
Health Canada held a national workshop in 2000 with the provinces and territories, to 
identify issues of CA surveillance and develop strategies to enhance congenital anomalies 
surveillance and research throughout the country. Improving the communication of CAs 
surveillance data and providing support and guidance for a national congenital anomalies 
surveillance network were among the major goals identified. 
Congenital Anomalies in Canada, 2002, recently released by the Health Surveillance and 
Epidemiology Division, addresses the first objective outlined above. This report provides a 
concise overview of five important categories of congenital anomalies in Canada and highlights 
the burden of CAs in Canada and the important role of surveillance and epidemiologic research. 
The report will soon be available electronically through the Reproduction Health Section, 
Health Canada's website (http://www.hc-sc.gc.ca/ ppphb-dgspsp/rhs-ssg/index-html). A paper 
copy of the report can be obtained by contacting the Division at 613-941-2395. 
The newly formed Canadian Congenital Anomalies Surveillance Network (CCASN) 
addresses the second objective of the 2000 workshop. The CCASN is a transdisciplinary alliance 
of dedicated provincial/territorial professionals invested in improving the quality of CAs 
surveillance. Promoting collaborative surveillance and research initiatives and facilitating the 
communication of information related to C~s are two of the key goals of the CCASN. Its 
mission is to support the ·development and maintenance of high quality population-based 
surveillance systems of congenital anomalies that will provide information to improv~ the health 
of Canadian children and their families. Detailed information about the objectives, working 
groups and activities of the CCASN is available on the website: 
http://www. healthcanada. cal ccasn . 
We invite CPHA members to become actively involved with the CCASN. The CCASN 
listserv, participation in the working groups, and the annual scientific meetings (2nd Annual to be 
held 19-21 October 2003 in Edmonto~, AJ3) are open to interested individuals. 
Further information is available by contacting Ruth Kohut, Canadian Congenital 
Anomalies Surveillance Coordinator, Health Canada, at 403-943-7874 or by e-mail at: 
ruth_kohut@hc-sc. gc. ca. 
(Kohut, R. (2002/2003, Winter). Congenital anomalies in Canada. National surveillance efforts. 
CPHA Health Digest, 26( 4), 6. ) 
• 
• 
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An Example of Poor Research Methods, Analysis, and Reporting - Do not believe eveiything 
you read without critiquing it yourself 
Vedam, S. (2003). Home birth versus hospital birth: Questioning the quality of the 
evidence on safety. Birth, 30(1), 57-63. [Commentary on: Pang, J. W. Y., Heffelfinger, J.D., 
Huang, G. J., Benedetti, T. J., & Weiss, N. S. (2002). Outcomes of planned home births in 
Washington state: 1989-1996. Obstetrics & Gynecology, 100(2), 253-259.] Main comments 
made in the Birth article are: That "there is no way to determine from the birth certificate if a 
birth recorded as having occurred at home or attempted at home was a planned home birth . . . a 
precipitous or unattended home birth, or an intended home birth outside the health care system". 
"The investigators included all births occurring between 34 and 37 weeks gestation in their initial 
analysis, although prematurity is a universal exclusion from planned home birth. They later 
restricted the analysis to babies of at least 2500 g and 37 weeks, but their abstract, tables, results, 
. and conclusions are primarily based on the larger group". "This also increased the likelihood of 
misclassifying an unplanned home birth". "They failed to mention or discuss findings fro in the 
bulk of the recent national and international literature, which concluded that planned home birth 
is a safe and reasonable option. . . . They misrepresented the literature that they did cite". "They 
warned that "planned home births" presented twice the risk of neonatal death", which diverges 
"widely from those of prospective controlled trials". It has been shown that there is "no 
significant difference in neonatal mortality between planned home and planned hospital births for 
low-risk women". The editor of Obstetrics and Gynecology wrote that he desired "to publish 
studies with valid results and conclusions" after a "careful evaluation of the best evidence". As 
this study does not meet criteria for "best evidence" Vedam questions why it was published. 
American College of Nurse-Midwives' Conclusion: Latest Study on Home Birth: Authors 
Acknowledge Inability to Draw Conclusions 
Jenny WY Pang, MD, MPH, James Hoffelfinger, MD, Mph, Greg J Huang, DMD, MPH, 
Thomas Benedetti, MD, MHA, & NoelS. Weiss, MD, DrPH. Outcomes of planned home birth 
in Washington state: 1989- I 996. . 
Washington, DC-10/21/2002-The 2002 study, Outcomes of planned home births in Washington 
State: 1989-1996, raises more questions than it answers. Outcomes were measured by comparing 
birth certificate data from similar groups of women who planned home or hospital births. The 
outcome data from this study differ from the study by Murphy and Fullerton, Outcomes of 
intended home births in nurse-midwifery practice: A descriptive study, also published in 
Obstetrics and Gynecology in 1998. It also differs from the study published in the New England 
Journal of Medicine in 1989, by Rooks et al., Outcomes of care in birth centers: the national birth 
center study. Both of these prospective descriptive studies, focused primarily on nurse-midwifery 
practices outside the hospital setting, and both had lower intrapartum/neonatal mortality (Rooks 
1.3/1000 and Murphy 2.5/1000) as compared to this current study's rate of3 .5/1000. 
As the authors point out, this study has many limitations. For example; There is no way to 
distinguish which types of midwives, (certified nurse-midwives, certified professional midwives, 
or unlicensed, unregulated midwives) attended the birth. To further confuse the issue, the authors 
refer to "nurses" as a category of provider at these home births when in fact nurses are not 
licensed to manage births independently in any setting. The authors further note that in other 
studies of home births there was a suggestion " ... that the level of training of the home birth 
attendant may partly determine the outcome of the birth." This certainly makes sense and in fact 
one would assume that training level would improve outcomes. 
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Birth certificate data, which is the source of information, is not as accurate nor as complete as 
clinical charts (see incomplete data reported in the study's tables). Retrospective data used in this 
study is less accurate than prospective data used in the two studies which have lower neonatal 
mortality rates. As the authors conclude, the study suggests that there is an increase in the risk 
associated with planned home birth. "Nonetheless, more light needs to be shed on this 
controversial topic before practitioners and expectant parents can be fairly counseled about the 
about the safety of planned home birth." In other \YOrds this is not a conclusive study and "future 
observational studies ... are needed." These conclusions and recommendations should be 
highlighted in all news coverage to ensure that the public is well informed. 
Have You Read? 
Midwifery and Related Topics 
Carolan, M. (2003). The graying of the obstetric population:· Implications for the older 
mother. JOGNN, 32(1), 19-27. [Lifestyle influences have been addressed. Little is known about 
the actual risks of pregnancy complications for healthy older mothers. No clear guidelines exist 
to direct the obstetric and nursing care of the healthy older mother.] 
Day-Stirk, F., & Palmer, L. (2003). The RCM virtual institute for birth: Promoting 
normality. RCM Midwives Journal, 6(2), 64-65. [Aaron Antonovosky created salutogenesis. See 
http://www. rem. or g. uk/ data/info_centre/ data/virtal_institute_salutogenesis. htm ] . 
Kirkham, M. (2003). Midwifery in the NHS [National Health Service]. Midwifery 
matters, No. 96, 2-3. [All of this Spring issue of Midwifery Matters deals with the problems of 
retaining midwives in the UK and why the midwives are leaving the profession.] 
Reid, L. (2002). Turning tradition into progress: Moving midwifery forward. -4th 
Zepherina Veitch Memorial Lecture. RCM Midwives Journal, 5(8), 250-254. 
Snider, M. (2003, February 10). My fatherhood dreams. We want a child more than 
anything. So my wife and I try, and hope, and wait. Maclean 's, 116(6), 52. 
Pregnancy 
Garcia, J., Bricker, L., Henderson, J. , Martin, M-A., Mugford, M., Nielson, J., & Roberts, 
T. (2002). Women's views of pregnancy ultrasound: A systematic review. Birth, 29(4), 225-250. 
[A review of74 primary studies represented by 98 reports from 18 countries. Found that there is 
a need for all staff, women and partners to be well informed about the specific purposes of 
ultrasound scans and what they can and cannot achieve.] 
Salmon, B., & Bruick-Sorge, C. (2003). Pneumonia in pregnant women. Exploring this 
high risk complication and its links to preterm labor. AWHONN Lifelines, 7(1), 48-52. 
Labour and Birth 
A WHONN News and View. (2002/2003). Nursing organizations caution against over-
interpretation of recent labor support study. AWHONN and ACNM call for further research . 
regarding impact of medical interventions and nursing care on laboring women. AWHONN 
Lifelines, 6(6), 544-545. [In a joint statement AWHONN and ACNM responded to a study that 
appeared in the September 18 edition of the Journal of the American Medical Association 
(JAMA). The study raises many questions regarding the impact of labor interventions. The most 
plausible explanation that labor support did not reduce cesarean rates is that the continuous labor 
support was over-powered by the effects of the birth environment. The majority of women who 
13 
received continuous labor ~up port reported their preference for this type of care and stated that 
they would ask for it again during a future labor. More than 46% of the group who received· usual 
care reported that they would prefer continuous labor support in a subsequent labor. Further 
studies should continue on the impact of nursing care when other interventions such as water 
therapy, walking, food and fluids by mouth are offered to women in labor. [Midwives and] 
nurses need the freedom to use a variety of safe care alternatives for women in labor and to 
continue to test the effectiveness of continuous versus intermittent nursing support in a variety of 
models.] 
Church, R. (2003, February 17). My baby rewards. Delivering new life sometimes costs 
me more than my fee, but there's a payoff [to this physician]. Maclean's, 116(7), 40. 
Cole, M. D. (2002/2003). Using methotrexate to treat placenta accreta. AWHONN 
Lifelines, 6(6), 486-487. 
Greenhill, L. (2002/2003). Pervasive plastic. Exploring the health risks of this 
omnipresent product. AWHONN Lifelines, 6(6), 500-501. [Polyvinyl chloride (PVC) plastics 
contain a polymer called Di(2-ethylhexyl) phthalate (DEHP) which is a softener added to 
increase the flexibility of plastic. Among those receiving procedures which place them at the 
highest risk of exposure to DEHP are: Neonates receiving exchange transfusion, ECMO in 
neonates. Neonates receiving total parenteral nutrition (TPN) (with lipids in PVC bag). Sick 
neonates receiving multiple procedures (high cumulative exposure). Pregnant or lactating women 
receiving hemodialysis. Neonates and adults receiving enteral nutrition. The male fetus and the 
male neonate are considered particularly sensitive to the toxin. Exposure of pregnant women to 
current estimated adult exposure levels ofDEPH might adversely affect the development of their 
babies. The FDA recommends considering alternatives when treating male neonates or pregnant 
women who are carrying male fetuses. Products made of ethylene vinyl acetate (EVA), silicone, 
polythylene or polyurethane are good alternatives www.sustainablehospitals.org .] 
International news. (2002). Cesarean delivery rates can be reduced in Ontario. Birth, 
29(4), 293-294. [The report is available on the OWHC at www.womenshealthcouncil.on.ca ]. 
Shallow, H. (2003). Should cord pH be performed routinely after normal birth? RCM 
Midwives Journal, 6(1 ), 28-31 . 
Sleutel, M. R. (2003). Intrapartum nursing: Integrating Rubin' s framework with social 
support theory. JOGNN, 32(1), 76-82. 
Vedam, S. (2003). Home birth versus hospital birth: Questioning the quality of the 
evidence on safety. Birth, 30(1), 57-63. [Commentary on: Pang, J. W. Y. , Heffelfinger, J.D., 
Huang, G. J., Benedetti, T. J., & Weiss, N . S. (2002). Outcomes of planned home births in 
Washington state: 1989-1996. Obstetrics & Gynecology, 100(2), 253-259.] See comments 
elsewhere in this Newsletter. 
Infections 
· Cardenas, V., Davis, R . L., Hasselquist, M. B., Zavitkovsky, A., & Schuchat, A. (2002). 
Barriers to implementing the group B streptococcal prevention guidelines. Birth, 29( 4), 285-290. 
Clinical Issues. (2003). HIV update. JOGNN, 32(1 ), 86-127. 
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Neonatal Care 
Hehir, B. (2003). Head cases: An examination of craniosacral therapy. RCM Midwives 
Journal, 6(1), 38-40. [A version of this article is on www.spiked-online.com. Craniosacral 
therapy may be advocated as a solution to various problems of newborn infants but how much do 
we know about it? There has been little scientific research into CST and no valid scientific trials 
demonstrating its effectiveness have been he~ d. A 1999 review of the available evidence 
concluded that 'there is insufficient scientific evidence to recommend craniosacral therapy to 
patients, practitioners or third party payers for any clinical condition' (BC Office of Health 
Technology Assessment).] 
Johnson, T. S. (2003). Hypoglycemia and the full-term newborn: How well does birth 
weight for gestational age predict risk? JOGNN, 32(1), 48-57. [Extremes in newborn birth weight 
are not always correctly defined, and may not be the best method for determining under- or over-
nourishment and risk of neonatal hypoglycemia.] 
Postpartum 
Brown, S., Small, R., Faber, B., Krastev, A., & Davis, P. (2002). Cochrane Systematic 
Reviews: Early postnatal discharge from hospital for healthy mothers and term infants. Birth, 
29(4), 291. 
Breastfeeding 
Blyth, R., Creedy, D. K., Dennis, C-L., Moyle, W., Pratt, J., & De Vries, S. M. (2002). 
Effect of maternal confidence on breastfeeding duration: An application ofbreastfeeding self-
efficacy theory. Birth, 29(4), 278-284. 
Chezem, J. C., Friesen, C., & Boettcher, J. (2003). Breastfeeding knowledge, 
breastfeeding confidence, and infant feeding plans: Effects on actual feeding practices. JOGNN, 
32(1), 40-47. [Expectations and the actual breastfeeding experience differed among women 
planning to combination feed and those planning to exclusively breastfeed. Whether a cause or 
consequence, daily human milk substitute feeding was associated with negative breastfeeding 
outcomes.] 
Henderson, A. (2003). Domperidone. Discovering new choices for lactating mothers. 
AWHONN Lifelines, 7(1), 54-60. 
McKeever, P., Stevens, B., Miller, K-L., MacDonell, J. W., Gibbins, S., Guerriere, D., 
Dunn, M. S., & Coyte, P. C. (2002). Home versus hospital breastfeeding support for newborns: A 
randomized controlled trial [in Toronto]. Birth, 29( 4), 258-265. 
Women's Health 
Black cohosh monograph available. (2002/2003). A WHONN Lifelines, 6(6), 539-540. 
[The American Botanical Council is making available to the public a monograph or scientific 
review of the health benefits of a leading herb used by many women to treat symptoms of 
menopause. Black cohosh is marketed in the U.S. under the name ofRemi-Femin Menopause. 
More information may be found on the web site http://www.herbalgram.org] . 
Cockey, C. D. (2003). Breast cancer risk from HRT confirmed. New studies yield results 
consistent with the WHI caution against antioxidant vitamins in women with existing heart 
disease. AWHONN Lifelines, 7(1), 16-18. 
Cottrell, B. H. (2003). Vaginal douching. JOGNN, 32(1), 12-18. [Educational strategies 
should be used to discourage women of all ages from using vaginal douches as part of routine 
feminine hygiene because of the associated risks.] 
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Hutti, M. H. (2003). New and emerging contraceptive methods. Nurses can help women 
make wise choices. AWHONN Lifelines, 7(1), 32-39. [Mentions the 1933 Pearl Index, Lancet, 2, 
607-611.] 
Mothers in motion: An informative website encouraging women to be active with their 
children. (2002/2003 Winter). CPHA Health Digest, 26(4), 6. [www.caaws.ca/mothersinmotion] 
Oermann, M. H., DiBartolomeo, R. A., & Mahfet, S. A. (2002/2003). HRT and the world 
wide web. Helping patients find good information on the web. AWHONN Lifelines, 6(6), 526-
532. [Web sites listed and how to assess them using the criteria of: credibility, content, 
disclosure, links, design, interactivity, caveats. Check if the Web site is sponsored by a reputable 
organization, government agency or health system. Look for pharmaceutical and for-profit 
organizations that might be sponsoring the site as a means of promoting their products. Identify 
who was responsible for the information at the site and their credentials. Check if advertisements · 
are clearly labeled and be cautious of them. Note if there is a disclosure of potential conflicts of 
interest. Seek alternate sites if one presents "glowing reviews", "miracle cures", and similar 
claims. Locate the date the content was posted and updated to determine whether the information 
is current. Look for supporting evidence, e.g. articles to support claims, links to studies and 
clinical trials, and links to other documents that verify the information presented at Web site. Use 
sites with the "Health on the Net" seal]. 
Research and Models 
Graham, I. D., Harrison, M. B., Brouwers, M ., Davies, B. L., & Dunn, S. (2002). 
Facilitating the use of evidence in practice: Evaluating and adapting clinical practice guidelines 
for local use by health care organizati.ons. JOGNN, 31 ( 5), 599-611. 
Sakala, C. (2003). New resources for evidence-based practice, January/February 2003. 
JOGNN, 3 2( I), 83-85. [This column is published simultaneously in the Journal of Midwifery & 
Women's Health (previously Journal of Nurse-Midwifery). Includes Cochrane abstracts 
www.update-software.com/Cochrane; www.clinicalevidence.com; 
agatha.york.ac.uk/darehp.htm 
Surgical patients, nursing careers at risk when caseloads increase. (2003). A WHONN 
Lifelines, 7(1), 22. [For each additional surgical patient over four in a RNs workloads increases 
the risk of patients dying by 7%. The results of the study are in the October 23, 2002, Journal of 
the American Medical Association. Also see http://www.nih.gov/ninr . Does this mean that more 
cesarean sections require more staff?] 
Dangers of Enterobacter sakazakii in Powdered Infant Formula from International 
Midwifery, 16(6), p. 10, November/December 2002. 
The International Baby Food Action Network (ffiFAN) has written to the ICM, among 
other international organisations representing health professionals, regarding the presence of 
Enterobacter sakazakii in powdered infant formula. 
The board of the Geneva Infant Feeding Association (GIFA), which hosts the IBFAN 
office in Geneva, is concerned about the reports coming in from Belgium, Luxembourg and 
Germany relating to the contamination of tins of powdered infant formula and is of the opinion 
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that health care professionals should be more completely informed about the risks inherent in the 
use of these products. 
A press release from May 10, 2002, on the IDF AN website 
(www.ibfan.org/news/press/press10may02.html) carries information about a recent case in 
Belgium: 'How safe are infant formulas? Death of a one-week old formula-fed baby in 
Belgium' /'Les laits industriels pour nourissons sont-ils des produits fiables? Deces, en Beligique, 
d'un bebe age de 5 jours, nourri au lait industriel pour nourrissons'. 
ffiF AN-GIF A is compiling information about the situation in order to be able to advise 
health professionals on appropriate action. Documents already on file include: 
• A statement from the US Food and Drug Administration (April II, 2002) saying that E. 
sakazakii had been found in 14% of samples of milk -based powdered infant formula 
products. It points out that the majority of cases reported of infection with this bacterium 
have described neonates with sepsis, meningitis or necrotising enterocolitis as a 
consequence of the infection; the case fatality rate has been as high as 33%. 
• An article in Paediatric Bulletin, 'Infections associated with powdered infant formula' 
which stresses that powdered infant formula isnot sterile and therefore may be colonised 
with bacterial organisms, going on to describe cases of infection with Salmonella and E. 
sakazakii 
• The patent taken out by Dow Chemicals for use of E. sakazakii as a thickening ag~nt in 
infant formula. 
Midwives with further pertinent information about possible infections from powdered infant 
formula are asked to contact ICM HQ, so that data can be collated and forwarded to ffiF AN-. 
GIF A (e-mail: info@internationalmidwives.org) 
Conferences As this information comes from a variety of sources the editor takes no 
responsibility for any errors. 
2003 
Aprill0-11, 2003. "Fetal Alcohol Exposure: Time to Know, Time to Act", Toronto. 
Contact: 1-800-397-9567; Fax: 416-408-2122; Web site: www.beststart.org before March 15. 
April25-26, 2003. Newfoundland Cancer Treatment and Research Foundation symposium. 
April 25, 7:00-8:00 p.m. Public Lecture "Vaccines for Cervical Cancer Prevention", Salon~ 
Fairmount Newfoundland Hotel, St. John's. 
Contact: Dianne Smith, telephone: (709) 777-7592 or 753-0927. 
May 3-4, 2003. "Mothering and Work/Mothering as Work" in honour of Mother's Day and May 
Day, Toronto. 
Contact: Association for Research on Mothering, 726 Atkinson College, York University, 4700 
Keele Street, Toronto, ON, M3J IP3 (Telephone: 416-736-2100 x 60366; E-mail: arm@yorku.ca 
Web site: www.yorku.ca/crm) 
May 5, 2003 International Day of the Midwife 
May 12, 2003 Canada Health Day: Making Healthy Choices. 
May 12-18,2003 National Nursing Week: Nursing: At the Heart of Health Care" 
! 
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May 10-13, 2003. "A View to the Future", Canadian Public Health Association 94th Annual 
Conference, Calgary. Plenary speakers include Michael Bird of the National Native American 
AIDS Prevention Centre, Ruben Nelson from Alberta, Hon. Senator Michael Kirby, Carol Easley 
Allen RN, from Alabama. 
Cost: Members Before April 4 $445/ After April 4 $475 
Non-members $480/$525 Students $250/$295 
Contact: CPHA Conference Dept., 400-1565 Carling Avenue, Ottawa, ON, KIZ 8R1 (Fax: 613-
725-9826; E-mail: conferences@cpha.ca; Web site: www.cpha.ca) 
May 14-15, 2003. "Current Issues in Perinatal Care", annual PPPESO conference. 
Contact: Robin Vandekleut (Telephone: 613-738-3665; E-mail: rvandekleut@pppeso.on.ca) 
June 4-5, 2003. "Debates in Midwifery: Implications for the Profession", Association of Ontario 
Midwives annual conference, Toronto. Keynote speaker is Stephen Lewis, UN Special Envoy for 
lllV/AIDS in Africa, on 'Health Care Reform, the Romanow Report and the Role Midwifery can 
play in Canada'. Topics include 'VBAC Safety: Implications for midwives', 'Assessment of 
Well Infants', 'New Guidelines for GBS', 'Gestational Diabetes', 'Choosing Cesarean Section' 
etc. Emergency Skills Workshop on June 4 (register by May 2). 
Cost: Before April 18- $325/$375 late fee. Pre and post workshops each $125/$175 late fee. 
Emergency Skills: $280. (State that you are a member of the AMNL for these special rates). 
Contact: Association of Ontario Midwives, 789 Don Mills Road, Suite 201, Toronto, ON, M3C 
IT5. (Fax: 416-425-6905; E-mail: admin@aom.on.ca; Web site: www.aom.on.ca) 
June 26-29, 2003. Midwifery Today International Intensive Courses and Conference, London, 
England. English and French sessions. 
Cost: Nonsubscriber Before April30 $390 US/ After April30 $435 US 
Subscriber $345 US/$390 US 
Contact: Midwifery Today, P.O. Box 2672, Eugene, OR 97402, (Telephone: 1-800-743-0974; 
Email: conference@midwiferytoday.com; Website: www.midwiferytoday.com 
August 1-7, 2003 International Breastfeeding Week 
October 1-7, 2003 Canada Breastfeeding Week 
October 16-18, 2003 . ";Building Brighter Futures", AWHONN Canada 14th national conference, 
Mississauga. 
Abstracts: April 15, 2003. 
Contact: Barbara Davies, A WHONN Canada Conference, c/o School of Nursing, University of 
Ottawa, 451 Smyth Road, Ottawa, ON, KIH 7E6 (Fax: 613-562-5443; 
E-mail: bdavies@uottawa.ca) 
October 24-26, 2003 . "Mothering, Religion and Spirituality", 7th Annual Conference ~fthe 
Association for Research on Mothering, Toronto. 
Abstract: March I, 2003 . 
Contact: Association for Research on Mothering, 726 Atkinson College, York University, 4700 
Keele Street, Toronto, ON, M3J IP3 (Telephone: 416-736-2100 x 60366; E-mail: 
arm@yorku. ca) 
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October 27-2.8, 2003. "Innovations in Regulation" 6th International Conference on the Regulation 
of Nursing and Midwifery, Melbourne, Australia. A key note speaker is Karlene Davis, vice 
president of the ICM. The ICM has been working with the Inte~ational Steering Group for this 
event to boost the midwifery participation. 
Contact: ICM, Eisenhowerlaan 138,2517 The Hague, The Netherlands. (Fax: +31-70-3555651; 
E-mail: infor@internationalmidwives.org; Web site www.intemationalmidwives.org) 
2004 
June 13-16, 2004 CPHA 95th Annual Conference, St. John's, NL 
The Cervical Screening Initiatives The little test that can save your life. By Lori Harnett, 
B.Ed, MBA, Women's Health Educator, Cervical Screening Initiatives. [From an article in the 
NLPHA October 2002 Newsletter]. 
The Cervical Screening Initiatives is working diligently to spread the message of the 
importance of a yearly Pap smear. This program concentrates on developing a strong, multi-
pronged educational campaign for women and clinicians, a laboratory based information system 
for data collection and analysis, as well as ensuring quality in standards and management. 
The Cervical Screening Initiatives has been based in the Western Region of the province 
while maintaining linkages in the other regions. Expansion to the Grenfell and Labrador areas 
has begun, as well as, preparatory work with all laboratories across the province, with in depth 
involvem.ent in the laboratories in the central region. The long term goal is to facilitate expansion 
to all regions and to maintain a Provincial Cervical Screening Program. 
Newfoundland and Labrador has one of the highest rates of cervical cancer in Canada. 
The latest statistics published by the Newfoundland and Labrador Centre for Health Information 
shows our mortality rates to be 60% higher than other provinces. The Pap smear which takes 
only a few minutes, and done yearly, could save a woman's life. It is estimated that one third of 
women diagnosed with cervical cancer will die. Over 60% of women diagnosed with Cervical 
cancer did not have a Pap smear for many years before their diagnosis, if ever. 
The following are excerpts from an article written by Dr. Cathy Popaduik, a St. John's 
Gynecologic Oncologist. This article helped launch Pap test awareness week October 20-26, in 
conjunction with the Atlantic provinces. The focus of this week is to raise awareness of the 
benefits of yearly Pap screening. This article speaks for those women who have missed the 
opportunity for early diagnosis and must now fight a disease that will ravage their body and 
dignity. According to Dr. Popaduik ten women in Newfoundland and Labrador will die this year. 
Ten mothers, sisters, grandmothers, daughters, friends and valueq members of the community 
will not be with us to share in our many adventures, birthdays, anniversaries and special times. 
Ten such women died last year, and the year before, and annually for the past decade. Sadly, 
these women did not just "die" rapid peaceful deaths. But ten women should not die like this 
next year, or the year after, or forever. The greatest tragedy of such death is the fact that it should 
never have happened. With the very simple test of the Pap smear, done every year, this cancer 
should be prevented. 
The Cervical Screening Initiatives program is in keeping with the wellness focus of 
Healthier Together: A Strategic Health Plan for Newfoundland and Labrador. The program's 
emphasis on public education and health promotion will increase the health status of the 
population by encouraging women to make informed, healthy choices. The launch of the 
provincial program took place in Stephenville on January 31, 2003 . Regarding the Cervical 
Cancer Screening Study (Human Papilloma Virus), St. John's area, telephone 1-800-563-6611. 
. ' 
• 
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Developed to Give to Prospective Advocates at the Women's Health Forum (March 6-7 J 2003) 
GOVERNMENT IS MAKING CHOICES FOR WOMEN 
BY NOT INCLUDING MIDWIVES AS FUNDED HEALTH CARE PROFESSIONALS 
Who is a Midwife? 
A midwife is a person who, having been regularly admitted to a midwifery educational 
programme, duly recognised in the country in which it is located, has successfully completed the 
prescribed course of studies in midwifery and has acquired the requisite qualifications to be 
registered and/or legally licensed to practise midwifery. 
What does a Midwife do? 
The midwife must be able to give the necessary supervision, care and advice to women during 
pregnancy, labour and the postpartum period, to conduct deliveries on the midwife's own 
r~sponsibility and to care for the newborn infant. This care includes preventive measures, the 
detection of abnormal conditions in mother and child, the procurement of medical assistance and 
the execution of emergency measures in the absence of medical help. The midwife has an 
important task in health counselling and education, not only for the women, but also within. the 
family and the community. The work should involve antenatal education and preparation for 
parenthood and extends to certain areas of gynaecology, family planning and child care. 
Where does a Midwife practice? 
The midwife may practise in hospitals, clinics, health units, domiciliary conditions or in any 
other service. (International Definition of a Midwife, WHO/FIGO/ICM 1972 revised in 1992) 
Where in Canada do Midwives Practice? 
Midwifery legislation came into effect in Ontario in 1994, British Columbia in 1998, Alberta in 
1998, Quebec in 1999, Manitoba in 2000. Midwives provide continuity of care from pregnancy 
through to six weeks after the birth, a choice of health professional, and control over the birth 
. 
expenence. 
Midwife is from Anglo-Saxon words; mid= with, wif= woman. 
A Brief History of Midwifery in Newfoundland and Labrador 
There have always been midwives. Aboriginal people had midwives and so did the settler people. 
1892- Sir Wilfred Grenfell came to the northern part of the province. 
1893 - The first civilian hospital outside of St. John's was built in Battle Harbour. This was staffed by nurses who 
were also midwives. As more hospitals and nursing stations were constructed in Labrador and Great 
Northern Peninsula, more nurses who were midwives, from the UK and the USA, were hired to staff them. 
1920- Midwifery legislation was implemented in Newfoundland. The Government appointed a Midwives Board 
to examine and provide midwives with a license to practice. Nurses who were midwives were recruited 
from the UK to work in outports. 
The Midwives Club started for "lay" midwives. A course of instruction was given at weekly meetings and 
then they sat the examinations set for them by the Midwives Board. 
1924- The Newfoundland Outport Nursing and Industrial Association (NONIA) was established to assist the 
outports to pay the midwife nurse and to supply the drugs and equipment, with money obtained from the 
selling of crafts. 
The S.A. Grace Maternity Hospital commenced training women in midwifery and paediatric care. (The 
School of Nursing did not open until 1929 when the hospital became the S.A. Grace General Hospital). 
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1934 - The Commission of Government in Newfoundland resulted in health reforms introduced by Leonard A. 
Miller. Cottage hospitals were to be built and the government was to be responsible for Outport Nursing 
(instead ofNONIA) and a programme for midwifery education (instead of the Midwives Club and the S.A. 
Grace General Hospital). 
1949- Newfoundland joined Canada, a country where midwives were not recognized. 
1958 - Hospitallnsurarice Plan for free hospitalization with a bonus for physicians treating patients in a hospital 
rather than at home. Women now did not have to pay to give birth in a hospital. 
1963 - The last licence was issued to a midwife. 
1974- The Atlantic Nurse-Midwives Association was formed. 
1979- The first nurses were admitted to the midwifery programme part of the Outpost Nursing diploma 
programme at Memorial University of Newfoundland. 
1983 - Changed name from Atlantic to Newfoundland and Labrador Midwives Association (NLMA). 
1986 - The midwifery diploma programme was discontinued as of necessity classes were small, because without 
legislation there were limited opportunities to practice skills in the clinical areas. 
1990- The Northern Childbirth Workshop, held in Makkovik, recommended that traditional and southern 
midwives return to practicing in the communities. 
1991- The Provincial Perinatal Advisory Committee's report on the 1990 conference recommended having 
midwives and that "there should be good financial incentives to keep General Practitioners and Midwives 
doing low risk obstetrics, leaving the high risk cases to specialists". "Consumers need to be encouraged to 
establish lobby groups". An inquiry into having midwives practice was started two years later. 
1993- The provincial Government appointed an Advisory Committee on Midwifery. 
1993- The Provincial Advisory Council on the Status of Women recommended that "the provincial government 
introduce legislation regulating the legal practice and standards of midwifery". They recommended that the 
public should have direct access to midwives and also recommended that if a midwife has successfully 
completed a midwifery program, she does not also have to be a nurse. 
1994 - Friends of Midwifery consumer/advocate group formed in St. John's. 
1994- The Working Group on Women's Health recommended that the provincial Government legalize midwifery. 
1994 - The Final Report of the Advisory Committee on Midwifery was submitted which stated that "midwifery is 
safe, cost effective and acceptable to consumers as a means of providing quality care for childbearing 
women and their families .... Midwives emphasize the importance of providing choice of caregiver, 
control over womens' birthing experience, and continuity of care." 
1996- The Newfoundland and Labrador Health Care Association resolyed to "lobby the Department of Health to 
begin implementation immediately" of the recommendations of the Advisory Committee. 
1999 - The provincial government appointed a Midwifery Implementation Committee to advise on the 
development of legislation related to midwifery and to provide recommendations related to the scope and 
standards of midwifery practice, midwifery education and registration requirements, and eventually a 
Board. 
1999- The Friends of Midwifery became the Midwifery Coalition of Newfoundland and Labrador. 
2001- The NLMA name changed to Association of Midwives of Newfoundland and Labrador (because the 
Newfoundland Medical Association had changed its name and taken the same initials). 
2001 - The Midwifery Implementation Committee completed its mandate. Information is unavailable regarding the 
report to the Minister. The date for legislation was to be the Fall of 2001 . 
2002 - January - The date for legislation was to be the Fall of 2002. 
July- "Although a target date of Fall 2002 was identified for drafting legislation, it is unlikely that other 
professional groups will be in a position to move forward for some time" to be included in a canopy act. 
October - "It has been decided that self-regulation of the midwifery profession will be temporarily 
postponed". Apparently the definition of "temporarily" is "indefinitely". "In the meantime, I [the Minister] 
would encourage the Association of Midwives of Newfoundland and Labrador to continue with its efforts 
of advocacy and education in the area of midwifery". 
2002 - December - the Newfoundland and Labrador Public Health Association requested the Minister to 
reconsider his decision to postpone midwifery legislation. 
HOW MAY YOU HELP WOMEN MAKE THEIR OWN CHOICES? Become a member of an 
advocate group to support midwifery care as a choice for women. Write letters to the Minister, the 
newspaper, tell others. There is more strength in numbers than when individuals act on their own. 
• 
,. 
ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2003 
Name: 
-------------------------------------------------------------------------(Print) (Surname) (First Name) 
AllQulliifications: ____________________________________________________________ ___ 
Full Address: 
--------------------------------------------------------------------
Postal code: ------------------Telephone No. -----------------------------------
(home) 
Telephone No. -----------------------Fax No. -----------------------------------
(work) 
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E-mail Address: --------------------------------------------------------------
VVorkAddress: ____________________________________________________________ __ 
Aueawhereworhlng: --------------------------------------------------------------
Retired: _____ _..Student: __________ __ Unemployed: -------------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded 
without your consent. 
Provincial: 
-------------------------------------------------------------------
National: ____________________________________________________ _ 
International: ______________________________________________________ __ 
VV ould be interested in participating in a research project if asked: Yes __ No __ _ 
If already pay CAM fees as a Full member of another Canadian Midwives Association, name of Association: 
I wish to be a member of the Midwives Association and I enclose a cheque/money order from the post office 
for: $ 
---------------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). 
Full membership for ALL midwives is $75.00 (as this includes the Canadian Association of Midwives fees which 
the Association has to pay). 
Associate membership for those who are not midwives is $40.00 
Membership for those who are unemployed/retired is $20.00 
Membership for those who are residing outside of Canada $85.00 (to cover the cost of the extra postage). 
Signed: - --------------------- Date: --------------------
Return to: Jean Hunt, Treasurer, P.O. Box 1495, Stn. B, Happy Valley-Goose Bay, Labrador, AOP lEO 

